" One problem with this argument is that proposals for legalizing euthanasia and PAS advocate allowing only those with physical afflictions to make a determination to end their lives.
2 ' If the issue is truly one of autonomy and privacy from governmental intrusion, then the right should be extended to individuals who suffer from extreme mental pain as well as those who suffer from physical pain. 22 For example, it is conceivable that individuals who lose their spouses and children to fatal car accidents suffer unbearable mental anguish. Therefore, according to the autonomy rationale, the state should extend the right to die to these individuals as well. 23 16. 42 U.S.C. § 12101(a)(7)(1999): "[lndividuals with disabilities are a discrete and insular minority who have been faced with restrictions and limitations, subjected to a history of purposeful unequal treatment, and relegated to a position of political powerlessness in our society, based on characteristics that are beyond the control of such individuals and resulting from stereotypic assumptions not truly indicative of the individual ability of such individuals to participate in, and contribute to, society .. " Id. 17 19. See id. Note, however, that the autonomy argument is problematic because it misconstrues the doctor-patient relationship. See HENDIN, supra note 12, at 163. A patient cannot insist that a doctor administer a treatment that "is not consistent with sound medical practice." Id. For example, if a patient adheres to the medieval practice of bleeding to purify the body, the patient does not have the right to insist that the doctor perform according to this belief.
20. See DiCamillo, supra note 18, at 839. 21. See OR. REv. STAT. §127.805 (1998). Section 127.805 reads: "An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and consulting physician to be suffering from a terminaldisease, and who has voluntarily expressed his or her wish to die, may make a written request for medication for the purpose of ending his or her life in a humane and dignified manner in accordance with ORS 127.800 to 127 Advocates of euthanasia also rely on the principle of beneficence. 24 Basically, the idea is that there is a merciful duty to prevent or alleviate pain and suffering. 25 This principle is used as an independent basis for legalizing euthanasia as well as a basis for supporting the aforementioned autonomy argument. 26 The issue of preventing unnecessary pain and suffering is addressed in part by the right 2 7 to refuse unwanted lifesaving medical treatment." 8 In addition, the Bill currently before Congress allows aggressive pain treatment "even if the use of (narcotics) to do so unintentionally hasten(s] death." ' 29 This aggressive treatment of pain is known as palliative care and is distinguishable from euthanasia because, although gradually increasing pain medication may accelerate death, the intent is not to cause death but rather to ease pain and ensure that the patient is as comfortable as possible during the process of dying.
Some advocates of PAS urge legitimizing the practice because they fear physicians will be exposed to liability for overmedicating narcotics and other pain relievers to ensure patients' comfort. 30 Dr. Timothy E. Quill points out that physicians receive inadequate education for effectively practicing palliative care and sometimes delay or discourage its use. (1993) (addressing colleagues' concerns about liability for prescribing high doses of pain medication). But see Rojas-Burke, supra. Dr. Greg Hamilton, president of Physicians for Compassionate Care disagrees and thinks the distinction is easily made: When you prescribe 90 barbiturate tablets and an anti-nausea medication, there is no other purpose than to kill the patient." Id. 31. See QUILL, supra note 30, at 99-101. Once patients begin receiving palliative (or comfort) care, medical students no longer see them. The rationale for this is that there is no longer anything the medical student can do for the patient. See id. at 99. This is problematic because it means medical students lack training in communicating with and relating to dying patients. See id. at 99. Also, many physicians under-medicate even dying patients because pharmacology training emphasizes the dangers of addiction more than the need to effectively combat pain. See id. at 100. Dr. Quill wrote of his experience of assisting a patient commit [Vol. 10:2 EUTHANASIA AND PHYSICIAN-ASSISTED SUICIDE believes patients have a right to help with ending their lives once they "reach a point where they would rather die than continue living under the conditions imposed by their illness," Dr. Quill advocates legalizing PAS. 2 Dr. Quill advocates legalizing PAS but not euthanasia because he thinks euthanasia gives the physician excessive power and potential for coercion. 3 "
On the other hand, ethicist Peter Singer 4 advocates both voluntary and non-voluntary euthanasia." In his book, Practical Ethics, Singer states his belief that killing a disabled infant 6 is not morally wrong. 37 The rationale for this argument is that there is no logical difference between allowing a parent to abort a disabled child and killing it after it is born." Singer uses hemophilia as an example of the type of disability that he argues justifies infanticide. 39 Essentially, the argument is based on the utilitarian idea that the morality of human actions is derived solely from the consequences. Utilitarian bio- 
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ethicists, such as Singer, believe that there is no distinction between allowing someone to die (withholding heroic measures) and actively killing them." Applying this principle to the infant with hemophilia, Singer argues that the ends of allowing the parents to have another child that would possibly be healthier justifies the means of killing the first infant. 4 
B. Arguments Against Euthanasia and PAS
Legalizing euthanasia and PAS is problematic because it is difficult to determine whether an individual actually desires death because of intense pain and impending death or whether the person is suffering from treatable symptoms, such as depression. 2 Also, even with seriously ill patients, physicians cannot accurately predict how long a patient will live and whether or not the illness is actually terminal. 3 Legalizing assisted suicide would result in the deaths of many patients with mental disorders." Many times these individuals cannot make a competent decision based on careful reflection. One-third of physicians surveyed in Oregon said that they were unsure whether they could determine if a request to die was due to depression. 6 The causal connection between pain and euthanasia is extremely weak. 7 The two prevailing factors in a patient's choosing euthanasia or PAS were depression and fear of becoming a burden to loved ones." 50. The Americans with Disabilities Act was enacted "to invoke the sweep of congressional authority, including the power to enforce the Fourteenth Amendment..., in order to address the major areas of discrimination faced day-to-day by people with disabilities." 42 U.S.C. §12101(a)(7)(1999).
51. Not Dead Yet is a national organization comprised of people with disabilities. See Not Dead Yet Homepage, supra note 22.
52. Hugh Gregory Gallagher, a historian and severely disabled polio quadriplegic, writes with the intention of enlightening the reader regarding the evil that can arise from discriminating against the disabled. The Nazi euthanasia killing program evolved from Western scientific theories such as Social Darwinism. Hitler used the application of these genetic principles regarding human evolution as justification for his euthanasia campaigns against the disabled, the diseased and the insane. 56 In order to prevent abuse of human dignity and discrimination against the disabled in the United States, heeding the lessons of history is imperative. 7 Another dimension of the problem is that allowing voluntary euthanasia inevitably leads to non-voluntary euthanasia. 5 " Evidence of this derives from the Remmelink Commission Survey 5 9 which indicates that "cardinal safeguards-requiring a request which is free and voluntary; well-informed; and durable and persistent-have been widely disregarded. Doctors have killed with impunity." 6 However, the situation in the Netherlands differs from that in the United States because Holland's medical system is socialized to the extent that doctors are unable to profit from the practice of euthanasia. 6 With the current health care system in the United States and the emphasis on managed care, insurance companies and bureaucrats could easily encourage euthanasia as a cost-effective solution. 62 Thus, the slope could well prove even more slippery in the United States than in the Netherlands. 63 accident should be put to death. LIFrON The idea is that legalized euthanasia and PAS risk harm to those in poverty who lack access to good medical care, especially the elderly and stigmatized groups such as minorities. See HENDIN, supra note 12, at 179. This explains why, although a slight majority of whites favor PAS and euthanasia, African-Americans oppose the practices by more than two to one. See id. at 180.
63. Even Dutch advocates of euthanasia, such as Herbert Cohen and Ren6 Diekstra question the wisdom of implementing euthanasia and PAS in the United States. See HENDIN, supra note 12, at 180. The danger of legalizing euthanasia and PAS in the United States arises both from the profit motivations as well as "the litigious tendency of American patients" which "would make euthanasia a nightmare for physicians". Id. Proponents of euthanasia, such as [Vol. 10:2 EUTHANASIA AND PHYSICIAN-ASSISTED SUICIDE Finally, euthanasia endangers the practice and development of palliative care, also known as 'comfort care. '" Hospice" care involves both "controlling pain" and "creating supportive social environments." 6 6 The primary concern of hospice care is making the patient more comfortable and secure at the end of life. 67 "[L]egalization of euthanasia would be nothing more than a cheap, expedient solution to the problem of terminal care at the expense of the patient's best welfare." 6 Hospice advocates 69 argue that a request for euthanasia indicates that society or one of its members failed in some way to support the person making the request.
"
In the Netherlands, the motivation to improve palliative care has all but evaporated. 7 The issue of caring for the terminally ill is dealt with by debating who will be eligible for euthanasia as the acceptance of death as a solution encompasses more groups of patients. 72 Euthanasia becomes a way to "ignore the genuine needs of terminally ill people."
7 "
Derek Humphry, co-founder of the Hemlock Society, actually list cutting health care costs as a fringe benefit of legalizing euthanasia and PAS. 
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argument that Cruzan 9 was premised upon concepts of personal autonomy, instead asserting that the decision in that case was based largely on the common law rule regarding forced medication as a battery.
93 Therefore, the Court in Glucksberg determined that the right to refuse medical treatment could not "be somehow transmuted into a right to assistance in committing suicide."' 9 4 Thus, there is no fundamental Due Process right to assisted suicide. The Court determined that the Washington statute 9 prohibiting PAS did not violate the Fourteenth Amendment either facially or as applied. 96 The focus now turns to Oregon, the only state in the Union in which PAS is currently legal." Some right to die advocates see legalized PAS as the first step to legalizing euthanasia. 9 Oregon's Death With Dignity Act has been in effect for two years. 99 Whether or not that law will stand depends in part on whether or not the Pain Relief Promotion Act"tu becomes law. 
Death With Dignity Act violates Equal Protection and the ADA
An Equal Protection analysis of the Death With Dignity Act suggests that the Act violates the Fourteenth Amendment." 0 Of the fifteen people who legally committed suicide in 1998 with the assistance of their physicians, none of the choices resulted from "intractable pain or suffering"."' The primary reason these patients chose to die was because they feared loss of independence."' Accepting worries about potential need for living assistance as a legitimate reason for doctors helping patients commit suicide places disabled and elderly people at lethal risk." 3 This insidious thinking engenders a patronizing attitude toward the disabled that is demoralizing and demeaning.
"The dehumanizing message is that society regards such lives as undignified and not worth living."" ' 4 This explains why nine disability-rights organizations oppose legalizing PAS, while none support it."' The Death With Dignity Act gives terminally ill individuals a license to kill themselves."' By sanctioning death for these individuals while extending suicide protections to other individuals, Oregon denies the former individuals equal protection of the laws." 7 Because Oregon's law applies suicide policies in an unequal manner, it thereby implicates strict scrutiny analysis." 8 In addition to Fourteenth Amendment Equal Protection concerns, the Act also violates the Americans With Disabilities Act (ADA).' 20 The ADA seeks, in part, "to provide a clear and comprehensive national mandate for the elimination of discrimination against individuals with disabilities".' 2 ' The report on Oregon's Death With Dignity Act specifically states that ending life according to the Act is "not suicide" then goes on to state that it will nevertheless be referred to as physician-assisted suicide because that is the term commonly used by both the public and the medical community.' 2 2
Arbitrarily renaming the act of intentionally swallowing a lethal overdose as "not suicide" is egregious doublespeak. The point is that an act of suicide does not transmute into an acceptable solution merely because the actor has a terminal illness or condition.' 3 By applying a different standard to individuals class with immutable trait).
119. See42 U.S.C. §12101 (a)(7). "[I]ndividuals with disabilities areadiscrete and insular minority who have been faced with restrictions and limitations, subjected to a history of purposeful unequal treatment, and relegated to a position of political powerlessness in our society, based on characteristics that are beyond the control of such individuals and resulting from stereotypic assumptions not truly indicative of the individual ability of such individuals to participate in, and contribute to, society." Id.
120. 42 U.S.C. § 12101 (a)(5). "The Congress finds that... individuals with disabilities continually encounter various forms ofdiscrimination, including outright intentional exclusion ... exclusionary qualification standards and criteria, segregation, and relegation to lesser services, programs, activities, benefits, jobs, or other opportunities." Id. (emphasis added). By excluding disabled individuals from the protection of laws against suicide, the Death With Dignity Act unlawfully discriminates against them. See OHD Report, supra note 47, at I (stating that ending life in compliance with the Act does not constitute suicide).
121. 42 U.S.C. § 12101 (b)(1)(1999). 122. See OHD Report, supra note 47, at 1. It is important to note that the report is based only on data collected from doctors who prescribed lethal overdoses. The authors of the report did not collect data from family members of the decedents nor did they collect information from patients prior to their deaths. See id. at 3. Another interesting point is that of the twenty-three patients who requested lethal prescriptions, the report's authors collected data from only the fifteen who died from the overdoses, not from the six who died from their underlying illnesses or from the two who were still alive as of January 1, 1999. See id. at 3-4. 49-51 (1992) . "In a society that fears and rejects life with disability, people with disabilities need laws and the courts to safeguard their equal access to suicide prevention." Id. at 5 1. A suicide request from a disabled person should be "explored as rigorously and objectively as it would be for anyone else, including the specific reasons behind it and possible solutions." Id. at 50. Consider the case of Elizabeth Bouvia, a California woman with cerebral palsy who brought suit to procure a right to die in 1983. See id. at 42. Bouvia expressed a desire to die at age twenty-six after several traumatic events, including a miscarriage, a marital separation, and the loss of financial support. See Coleman, supra note 115, at 55-56. Despite these traumatic experiences, the court, the ACLU attorneys (who sued seeking a court-ordered right-to-die for Bouvia), the psychiatric professionals, and the media with terminal conditions, the Death With Dignity Act unlawfully discriminates against them. 24 America does not put discrimination up for a majority vote.' 2 5 The Death With Dignity Act conflicts with the Americans With Disabilities Act, and federal law trumps state law. 126 Therefore, the former must fall. The Death With Dignity Act creates "the ultimate form of discrimination, legalizing lethal overdoses based on the health status of the victim.' ' 27 
Death with Dignity Act's Safeguards Failed
The Death With Dignity Act addresses the problem of determining whether or not suicide requests are the result of underlying mental distress by suggesting that physicians who believe their patients are suffering from depression or a psychological disorder refer their patients to counseling.'
However, it is important to note that ieferral is based on the physician's opinion and is not mandatory. 29 This provision may prove a rather poor prophylactic measure, especially in cases where the doctor and patient do not have a well-established relationship. 3 In addition, in cases where the patient is disabled to some extent, underlying and perhaps even subconscious simply assumed the rationality of Bouvia's death wish. See id. at 56. They never questioned whether depression was a factor. See id. By the time the judicial proceedings finished, Bouvia's crisis had passed and she no longer desired death. If in the opinion of the attending physician or the consulting physician a patient may be suffering from a psychiatric or psychological disorder, or depression causing impairedjudgment, either physician shall refer the patient for counseling. No medication to end a patient's life in a humane and dignified manner shall be prescribed until the person performing the counseling determines that the patient is not suffering from a psychiatric or psychological disorder, or depression causing impaired judgment. Id.
See id.
130. The first woman to commit physician-assisted suicide under the Death With Dignity Act had a two-and-a-half week relationship with her doctor, to whom she was referred by an advocacy group after her own doctor refused to assist her, as did another doctor (who diagnosed her with depression). Six of the people who died from PAS tried to obtain lethal prescriptions from two or more doctors. See Wesley J. Smith, International Anti-Euthanasia Task Force Oregon Releases Information on Reported Assisted Suicide Deaths, (visited Oct. 8, 1999) <http://iaetf.org/orr299.htm>. See also QUILL,supra note 30, at 162-163 (admonishing the need for a well-established relationship not based solely on an assisted-suicide request). As a means of policing the practice of PAS, the Death With Dignity Act requires that physicians file reports each time they write a prescription for lethal medication. 3 2 The documentation must include: (1) all requests for lethal prescriptions (both oral and written); (2) the physician's diagnosis and determination that the request is voluntary; (3) the verification of the consulting physician; (4) a report of the outcome of any [optional] counseling; (5) offer to rescind a second oral request; and (6) paperwork verifying that all the requirements of the statute were met. 33 Physicians who prescribed lethal medications submitted this data which was available to the Oregon Health Division when it published its first annual report. 34 However, the authors of the report chose not to include the data from the six patients who received but did not take the lethal medication in their analysis. 35 The remarkably oblique reason for not doing so is stated in the report: "We did not [sic] conduct similar analyses of persons who received lethal medications, but chose not to use them, because of the small number of
This is a curious rationale because the six people make up roughly twenty-eight percent of the entire group, and therefore the data from the six patients is statistically significant.' 37 Further, by disregarding data on subjects who differ from the norm, the scientific validity of the study is lost.
3 ' The 131. Diane Coleman testified on Capitol Hill: "I wish that this civil rights violation were as obvious to everyone as it would be if assisted suicide were legalized based on gender or race. Policymakers have completely ignored the ADA violations inherent in assisted suicide laws." See Coleman's testimony, supra note 125, at 3. (1997) . The example the book gives is a sampling of 200 students who took shop class out of a total student population of 800 students. See id. Because the 200 students constitute 25% of the entire student body, the 200 student sampling is very significant. See id. Thus, it follows that a sample, such as the six patients who did not ingest the lethal medications, constituting nearly 28% of the total group, is even more statistically significant. See id.
138. See id. at 157. Conveniently discarding negative results suggests "a certain lack of scientific integrity to the entire ... 
2000]
data from these six patients, how it compares to the data from the other fifteen, and why these six people decided not to take the lethal medication are all relevant factors. 39 The authors claim to be neutral on the issue of assisted suicide. 4° Making the information collected available to the public is one of the Act's requirements.' 4 ' But if only part of the information is made public, then an assertion of neutrality is misrepresentative. The authors go on to say that future reports may not contain as much detail as the 1998 report.
42
In addition to concerns about complete and accurate data reporting, the Death With Dignity Act is problematic because it provides no punishment for doctors who do not comply with the reporting requirements.' 43 However, according to the doctors'" who drafted the 1998 report, the Act requires the Oregon Health Division report noncompliance to the 45 The nurse who conducted the inquiry 4 9 did not question the brother-in-law, so exactly how the death took place remains unclear. ' The district attorney concluded that the brother-in-law's assistance was a legal act and that "a person who is disabled should have the right to physician-assisted suicide, as long as they are otherwise qualified."'' This case demonstrates that there is no bright line between PAS and euthanasia.' 52 Consider, as further evidence that the safeguards are inadequate, the case of Kate Cheney.' After doctors diagnosed Kate with inoperable stomach cancer at age eighty-five, she sought a lethal prescription.' 54 The first doctor did not prescribe a lethal overdose, so Kate went to a second doctor, who recommended a psychiatric evaluation.' 55 Upon evaluating the patient, the psychiatrist determined that she suffered from dementia and did not have the mental capacity required for making a voluntary decision, and, therefore, the doctors denied the request for a lethal prescription.' 56 156. See id. During the evaluation, which occurred in the patient's home, her daughter "coached her a few times, even after the psychiatrist asked her not to." Id. The psychiatrist also noted that Kate's daughter became angry at the assessment, whereas the patient herself accepted declined approval of her assisted-suicide request, Kate sought another competency evaluation, this time with a clinical psychologist. 57 The psychologist concluded that "there was no severe impairment that would limit Kate's ability to make a medical decision."' 5' Faced with contradicting competency evaluations, Dr. Robert Richardson, director of Kaiser Permanente's ethics department, met personally with Kate and determined that she was competent and her decision was voluntary.' 5 9 Kate received her lethal prescription from Kaiser's pharmacy,"' 6 and she then killed herself on August 29, 1999. 161 This case demonstrates the failure of the Death With Dignity Act's safeguards. 62 The first psychiatrist determined the patient was cognitively impaired and subject to coercion by family members, then "a single HMO official ended up making the decision and Kaiser Permanente is a fully capitated HMO with a profit-sharing plan for its doctors."
16 3 This case clearly indicates that "once assisted suicide is legalized, there is no way to protect the vulnerable and mentally ill."'" The defense of justification is that one who commits "an offense due to a force he could not be expected to resist [overmacht] is not criminally liable."''
IV. EUTHANASIA AND PAS IN THE NETHERLANDS

A. The History of Euthanasia and PAS in the Netherlands
The Dutch Penal Code has explicitly prohibited assisted suicide and euthanasia since 1886.'72 However, the Dutch courts began to tolerate PAS and euthanasia for competent terminally ill patients in the 1970s. '7 The judiciary in the Netherlands basically allowed the medical community to police itself.' 74 The Royal Dutch Medical Society, the Koninklijke Nederlandsche Maatschappij tot beverdering der Geneeskunst (KNMG), was primarily responsible for crafting methods of prosecution and punishment regarding euthanasia. In 1984, the Dutch Supreme Court issued a landmark decision upholding the 1983 acquittal' 76 of a doctor who argued the defense ofjustification.1 7 7 The court determined that the defense of justification due to necessity could be used even when the patient is not terminal.' 78 Since the Dutch Supreme Court handed down this decision, euthanasia and PAS are very rarely prosecuted in the Netherlands. 7 a The implication of the Dutch Supreme Court's decision is that although technically illegal, euthanasia and PAS are routinely practiced with a virtual guarantee of immunity. In 1986, the Dutch medical association and the nurses association promulgated Guidelines for Euthanasia. 8 The current requirements that must be met before the Article 40 defense ofjustification can be used are as follows:
1. The request for euthanasia must come only from the patient and must be entirely free and voluntary. 2. The patient's request must be well considered, durable and persistent. 3. The patient must be experiencing intolerable (but not necessarily physical) suffering, with no prospect of improvement. 4. Euthanasia must be a last resort. Other alternatives to alleviate the person's situation must have been considered and found wanting. 5. Euthanasia must be performed by a physician. 6. The physician must consult with an independent physician colleague who has experience in this field.' 8 '
Despite these guidelines, the criteria remain vague and a great deal of discretion is given to physicians.'
82
In 1986, the Dutch Supreme Court held the necessity defense was available to doctors for necessity in the sense of "psychological compulsion" on the part of the doctor. [Vol. 10:2 EUTHANASIA AND PHYSICIAN-ASSISTED SUICIDE was merely that he was overcome with psychological pressure [psychische overmacht]. 8 4 The ramification of this is that doctors who experience an overwhelming desire to end the lives of their patients may very likely escape punishment and prosecution entirely. In 1990, the Minister of Justice informed prosecutors not to request police investigations of euthanasia unless they had reason to suspect noncompliance with the criteria." 5 Since it is unlikely that a physician would voluntarily report noncompliance with the guidelines in these situations, and the patient is no longer alive to convey the tale to the police, the probability that the police will have reason to suspect is practically nonexistent.
The Dutch Supreme Court broadened the defense ofjustification in June, 1994, when it convicted, without punishment, a psychiatrist, Dr. Doudewijn Chabot, for helping a patient, 8 6 who was physically healthy but suffered from a depressive disorder, commit suicide. 7 The Supreme Court rejected the prosecutor's argument that euthanasia and PAS are not justified without physical suffering or impending death.' However, the court found Dr. Chabot guilty because he did not get a valid second opinion since none of the physicians he consulted with actually saw the patient and there was "insufficient proof to support the defense of necessity" which is the normal mitigating factor in such cases. 8 9 This case is problematic because there is a question as to whether or not a person with a mental disorder can truly make a voluntary request. 90 Although the Court held the defense ofjustification did 184. See id. 185. See id. 186. The patient was Hillie Hasscher, a fifty-year-old Dutch woman who was not terminally ill. However, she was suffering from the aftermath ofa divorce, and had recently lost her two sons, one to cancer and the other to suicide. She was despondent and desired death as a solution. Her psychiatrist eventually provided her with twentybarbiturates dissolved in a glass of syrup which she consumed and then died listening to Bach. See William Drozdiak, Dutch Seek Freer Mercy Killing; Court Could Ease Limits on Assisted Suicide, THE WASH. POST, October 29, 1993 at A29. Ms. Hasscher was referred to Dr. Chabot by the Association for Voluntary Euthanasia. Dr. Chabot decided to grant her request upon determination that "her long-term psychic suffering. . was unbearable and hopeless for her, and her request for assistance was well-considered." GRIFFrrHS, supra note 24 at 8 1. Dr. Chabot also consulted with no fewer than seven of his colleagues, most of whom agreed with his decision, and none 190. This concern is voiced by one of the minority parties, the Christian Democrats, who 2000] not apply in this particular case, it did state "that the wish to die of a person whose suffering is psychic can be based on an autonomous judgment."' 9 '
Thus, it seems that the court's decision violates the first of the six aforementioned criteria. 92 Essentially, the exceptions have swallowed the rule; therefore, it is no surprise that many people believe euthanasia is legal in the Netherlands. 9 3 Currently, the Dutch parliament is considering a proposal 9 4 that would not technically legalize euthanasia, but would further broaden its application and the exceptions for which it is allowed.' 9 5
B. Preparations to Further Sanction Euthanasia in the Netherlands
The proposed legislation set to come before Parliament states that euthanasia will remain technically illegal, but that doctors will not be prosecuted as long as they comply with the guidelines.' 96 The proposal also states that cases where Article 40 (justification defense) is invoked will not have to be tried before ajudge but may instead be tried before the commissions that monitor the procedures.' 97 In addition, the proposal states that children as young as twelve will have the right to request euthanasia. 9 8 The proposal would not require parental consent.'" The minister proposing this legislation plans to propose additional legislation allowing euthanasia on people who are unable to express their will sometime in the near future. 2 '°T he Royal Dutch Medical Association approves of the proposed legislation. 2 "' The expectation is that the legislation will pass smoothly through the Dutch Parliament, backed by the three government parties. 0 2 Otto
